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The term “industrial action” includes any noncooperation with management,
such as strict “working to rule,” refusal of certain duties, going slow, and
ultimately withdrawal of labor. The latter form of action, striking, has posed
particular problems for professional ethics, especially in those professions that
provide healthcare, because of the potential impact on patients’ well-being.
Examination of the issues, however, displays a difference in response between
the healthcare professions, in particular between doctors and nurses. In con-
sidering the ethics of industrial (especially strike) action there are various
aspects of professional ethics to consider: (1) whether there is a tension between
industrial action and the very notion of professional ethics; (2) what specific
issues arise in the case of healthcare professions; (3) what, if anything, can
explain and/or justify different responses from the medical and nursing
professions?
The notion of professional ethics depends on the prior one of what we
understand by “profession.” While the latter term can be used simply to refer
to someone’s occupation, there is a narrower sense in which it denotes an
occupation of a certain status, originally one befitting a “free man” (sic). The
“liberal” professions of medicine and law were characterized by a significant
degree of autonomy of the practitioner and by a “fee for service” arrangement.
Entry to the professions required mastery of a body of knowledge; the auton-
omy and social status conferred on the members of the professions were expected
to be repaid by commitment to an ideal of service to the community.1 The
professions were deemed to play a significant role in contributing to essential
social goods such as health and justice.
Arguably there is indeed a tension between this conception of what it means
to be a member of one of the professions on the one hand, and labor disputes
on the other. Collective organization and unionization have of course changed
the situation radically since the early days of the liberal professions, but the
status of those occupations which were originally recognized in this group has
not entirely disappeared, despite challenges to their authority and supremacy.
At the same time, however, in the second half of this century in particular there
has been a trend toward professionalization on the part of other occupational
groups that were not so recognized, such as nursing; and this history is rele-
vant in assessing their attitude toward industrial action today. The process of
professionalization typically takes the form of identifying a discrete body of
knowledge and an ideal of service, the latter possibly finding expression in a
code of professional conduct, as in the case of nursing.
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In their ideal of service the healthcare professions, with variations in the
precise commitment, tend to support the primacy of the interests, health, and
well-being of patients. So beyond the very notion of being a member of a
profession, the fact that the ideal of service is what it is offers a second poten-
tial area of tension in relation to the possibility of industrial action that might
harm patients, and indeed there have been some attempts to rule out industrial
action of this sort. Complex questions arise here, however, about how to assess
what is in the interests of patients.
Although this is an issue for all professional groups working in healthcare,
we argue that the medical and nursing professions have taken different atti-
tudes, partly because of their history (one a traditional liberal profession and
the other a new or neo-profession), which is tied to both social status and
gender. The fact that the liberal professions were thought to be suitable for the
free man whereas nursing was traditionally considered to be a woman’s occu-
pation is significant and carries over to present-day ethical discussion of the
appropriateness or otherwise of industrial action.
The Medical Profession and Industrial Action
The medical profession in the United Kingdom was well established by the end
of the nineteenth century and enjoyed the usual godlike status most doctors
enjoy the world over. Indeed, Grey-Turner and Sutherland, in their history of
the British Medical Association (BMA), seem to lament the passing of the days
of the gentlemen-doctor:
The 1930s were still gracious times. At BMA House, the immediate
past Chairman of the Representative Body, Dr. C. O. Hawthorne, always
wore a grey topper on Council days. A Welbeck Street physician used
to travel to consultations in the country in his chauffeur-driven Rolls
Royce, dressed in top hat and tails. . . . A Glasgow professor of surgery
took a taxi from London to Windsor, dressed in grey morning tails and
an elegant panama hat —the weather was hot. The social revolution
put an end to all this.2
By the time the National Health Service (NHS) was formed in 1948, the BMA
had been established as a professional society for 116 years. The increasing cost
of specialization and new technologies after the turn of the century had neces-
sitated the nationalization of hospitals and thus created the need for the NHS.
Grey-Turner and Sutherland believe the founding of the NHS was a watershed
for the BMA, for after 1948 it took on a much more political role as “the
belligerent defender of the political and economic status of the medical profes-
sion” (p. 326). Increasingly, the BMA concerned itself with the negotiation of
pay and the conditions of service on behalf of doctors and is now a recognized
staff organization representing the medical profession in national and local
negotiations in the NHS. The BMA has the sole bargaining rights for NHS
doctors who are employed under national agreements, but it also represents all
doctors through its major negotiating committee, whether those doctors are
members of the BMA or not. It is registered and certified as an independent
trade union under employment legislation. Although there were other trade
unions who were able and willing to represent the medical profession, such as
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the Medical Practitioners Union, the Confederation of Health Service Employ-
ees, and the National Association of Local Government Officers, it was thought
that the concerns of doctors would not be adequately represented by unions in
which doctors would not form the majority of members.3
The BMA’s leaders have always reserved the right to take industrial action,
as any “no strike” policy could result in the BMA’s impotence in the face of a
hostile government. What does seem clear, however, is that it is widely believed
by doctors that a total strike or withdrawal of services would be ethically
unacceptable.4 However, a partial withdrawal might be acceptable if emer-
gency services were provided for the duration of the action. The BMA reminds
doctors, though, that any withdrawal of services will result in increased human
suffering, and thus the doctor’s entitlement to withhold labor must take this
into consideration, along with the responsibilities accepted by the individual
when he or she chose to enter the medical profession. In November 1994, the
BMA, the GMC, and many other important medical bodies in the United King-
dom, held a conference to revise the core values for the medical profession in
the twenty-first century. One such core value quite clearly states that doctors’
primary responsibilities are to patients, and not to the wider community:
Community responsibility requires doctors to take part in wider for-
mal discussion on priorities and ensure that the public can make
informed contributions. However, there will be occasions when the
doctor’s primary responsibility to individual patients conflicts with
wider community responsibilities. In these circumstances, the individ-
ual doctor’s duty of care is to the individual patients.5
It is clear then, that doctors who take industrial action to achieve a better
standard of care for the community do not have their actions sanctioned by the
medical establishment in the United Kingdom if it means that those patients
who are currently under their care would suffer. It should be noted, however,
that the total withdrawal of services does not exhaust the possibilities for
industrial action, and there are alternatives, such as the partial withdrawal of
services. Other forms of industrial action may not require doctors to sacrifice
patient care on the altar of the greater social good.
In the 1970s, when Barbara Castle was Secretary of State for Social Services,
junior hospital doctors went briefly on strike and engaged in other forms of
industrial action over the exploitative conditions under which they worked.
Issues such as number of hours worked, the state of their accommodation,
study leave, and study time were under negotiation.6 During the same period,
consultants were involved in a “work to rule” campaign in a dispute with
Castle over the phasing out of pay beds (beds in a National Health Service
hospital but available to private patients in return for payment). Although
Castle’s desire to see pay beds phased out was never realized, it was not owing
to her lack of determination to do so in the face of an angry medical establish-
ment, but rather to the determination of Margaret Thatcher to privatize medi-
cine. Castle describes the outcome of years of bargaining and negotiation with
the consultants over the issue:
At last, we reached an exhausted compromise. . . . I had achieved one
of my major points when I insisted that 1000 of the existing 4000 pay
beds had to go immediately. The phasing out of the rest was to be left
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to a Health Services Board, including two trade union members, under
an independent chairman, acting on strict criteria. . . . We had wrangled
for hours over the criteria and I believed that, if they were scrupu-
lously applied, steady further progress could be made with phasing
out. Margaret Thatcher obviously thought so too, for one of her first
acts on becoming Prime Minister was to abolish the Board and repeal
my Act.7
As recently as the spring and summer of 1995, the BMA came close to taking
industrial action over the matter of General Practitioner’s out-of-hours service
(availability for call-outs after the normal working day, especially at night).
General Practitioners voted 20,345 (82.6%) to 4,274 (17.4%) to reject the govern-
ment’s offer for the funding of out-of-hours care, which fell significantly short
of the amount of £85 million that the BMA estimated was required for the
development of a proper and secure out-of-hours service. The threat of impend-
ing industrial action was enough, however, and it prompted the government to
reconsider its offer. Consequently it was not necessary for the BMA to hold a
ballot to determine what industrial action should be taken in this case. Although
it would be unfair to say that doctors always have their way, doctors can be
seen to have a very strong hand when it comes to collective bargaining. Indeed,
it is significant that the most serious industrial action taken in the United
Kingdom was by the weakest members of the medical profession: the junior
hospital doctors. Usually, the mere threat of industrial action on the part of
doctors is sufficient to resolve the situation.
The Nursing Profession and Industrial Action
Nurses in the United Kingdom, as elsewhere, have fought a long and arduous
battle for professional recognition. From the earliest conception of nurses as
drunken and promiscuous, to the Nightingale conception of the nurse as loyal,
obedient, and caring, nurses have quite consistently been exploited and under-
valued. Nursing has only relatively recently gained professional status, and the
new conception of the autonomous and accountable professional nurse has
been a long time coming. There were no chauffeur-driven Rolls Royces for
nurses at the beginning of this century, nor are there now. In fact, nurses have
been lucky if they could support themselves on their wages, let alone their
families.
In 1896, the Royal British Nurses Association was formed. This was a nurses
cooperative agency whose aim was to prevent the exploitation of nurses by
private agencies. The Royal Institute of Midwives, which evolved into the
Royal College of Midwives, was also formed at approximately the same time.
More than any other person, Mrs. Bedford Fenwick led the movement toward
professionalization, for she was among the first in the United Kingdom to
recognize the need for nurses to become registered and to regulate themselves
in order to protect their interests. The Royal College of Nursing (RCN) was
subsequently formed in 1916 after a government bill for registration passed,
but the bill deprived nurses of self-regulatory powers. Sixty-one years later, in
1977, the RCN was certified as an independent trade union. Its current mem-
bership is approximately 300,000 individuals.
Unlike the medical profession, nursing in the United Kingdom has a long
history of industrial action. It is impossible to give an account of the profes-
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sionalization of nursing that excludes its history of industrial action for it is
partially through such actions, and sometimes despite them, that nursing has
gained recognition as a neo-profession. To date, the largest union is the RCN,
which is also the professional association. The RCN became a negotiating body
for nurses in the 1940s, although it has had competition from the trade unions
for members. The RCN attempts to retain some of its professional aims, which
go beyond bargaining for pay, however. In 1948, the year the NHS was formed,
a committee was set up to decide who should represent nurses. There were
representatives from six unions and six professional associations. It is impor-
tant to note that nursing itself is a disparate profession that now includes
general nurses who were responsible for the registration movement, the asso-
ciation of asylum workers, who were more militant, and those whose positions
are more custodial. Thus it is understandable that, from the beginning, the
profession has had difficulty presenting a unified front and why its position is
often undermined by internal disputes and multiple interests. Indeed, the trade
unions have a history of criticizing one another and are not always in agree-
ment.8 Membership in unions and professional associations has always varied
widely, too, and registered nurses of all grades can belong to the trade unions,
as well as to a Royal College or professional association. After the RCN liber-
alized its membership policy in the 1960s, dual memberships became an increas-
ing phenomenon, and men who were former asylum workers were allowed to
enter for the first time. Although there is some discrepancy in the literature, the
first nurses’ strike in Britain seems to have taken place just after the turn of the
century, in 1911.9 In 1949, the NHS established ten Whitley Councils (named for
the Speaker of the House, John Whitley), which imposed a national pay scale
across the Service. In the 1950s, modest gains in improving the wages and
working conditions of nurses were made, but a series of economic crises over
the next three decades left nurses frustrated, angry, and underpaid. In the
1960s, for example, many nurses were earning less than office cleaners.10
By 1969, industrial unrest was mounting along with unemployment, and
soon nurses salaries began to fall behind again. As Clay describes, there fol-
lowed “over a decade of instability, a series of campaigns by nursing organi-
sations and a series of government enquiries which resulted in little more than
standing still on very low salaries.” 11 One of these enquiries was led by Pro-
fessor Asa Briggs, who was invited by the Secretary of State for Social Services
to examine the role of the nurse and midwife. This eventually led, in 1983, to
the establishment of the United Kingdom Central Council for Nursing, Mid-
wifery and Health Visiting (UKCC).
Eventually, following still more industrial unrest, an independent Pay Review
Body (PRB) was established for nurses, midwives, and professions allied to
medicine. The PRB was intended as a reward for a no-strike agreement with
the RCN, whose decision to adopt a no-strike policy appears to have been
motivated both by moral conviction and a healthy dose of pragmatism. Trevor
Clay, the former General Secretary of the RCN, argued that strike action is
inappropriate for public sector workers such as nurses, teachers, and civil
servants, and that nurses in particular have special duties to the public they
serve.12 Clay argues the no-strike deal was really a pact entered into with the
public, which was based on the special duties of nurses. However, the prag-
matism in having the public on the side of the RCN is what seems to be at the
heart of the decision, and not some ideal of service to a vulnerable public:
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The Nurses’ Review Body is about justice for nurses and some return
on the unique pact we have freely made with the public. All the signs
are that the public expects the politicians to stick to that pact.13
Recognizing that without public support, industrial action is most often futile,
Clay argued that the no-strike policy for the RCN was the best tactic for
maintaining good relations with the public, “who are the final arbiters.” 14
In 1988, the General Secretary of the RCN condemned a 24-hour strike by 37
Manchester nurses who were members of the National Union of Public Employ-
ees (NUPE). At the time, unrest among the nurses was a response to the
government’s move to create different nursing grades, which was perceived as
a divide and conquer strategy, and to a recommendation to stop special duty
payments. The maximum paid to staff nurses and midwives after eight or nine
years of experience approximated the starting salaries for police and firemen.15
During this time, the RCN exploited the press to ensure their “antistrike”
position was made abundantly clear. The RCN’s conspicuous reaction to the
1988 crisis may have been motivated by a moral objection to the nurses’ action,
but it was also certain to mollify a government that was ready to dismantle the
Payment Review Board system if a violation of the RCN’s “no-strike” policy
was perceived. Thus, Clay’s moral position on industrial action was certainly a
pragmatic stance to hold at such a time. Industrial action taken during 1988 did
help to achieve some of the nurses’ goals, but the pay increase they received
was still less than what was needed to bring them into parity with comparable
occupations and none of the issues of working conditions were addressed in
the final settlement.16
In the late 1980s, the UKCC formulated Project 2000, which was meant to
remedy the fact that education for nurses had been poor —degree programs had
been uncommon, and possibilities for nurses to upgrade were rare. Addition-
ally, nursing qualifications had had little currency in other educational institu-
tions.17 The Project has changed nursing education in the United Kingdom
from a system of apprenticeship training to a system whereby nursing is incor-
porated into higher education.
In 1992, the Trade Union and Labour Relations (Consolidate) Act (TULRCA92)
stipulated stringent restrictions on industrial action, with the result that unions
cannot call for industrial action without a secret postal ballot of all its members,
and sympathy, or secondary action, was made unlawful. Also, only those in
direct dispute with their employers may picket legally. Additionally, this Act
makes the striking professional accountable in four different spheres: (1) disci-
plinary proceedings before the employer, (2) criminal proceedings, (3) civil
proceedings for negligence, and (4) professional conduct proceedings (p. 269).18
Thus, for the nurse, although the law provides the liberty to strike, by virtue of
it not being illegal, it does not recognize the right to strike and there is conse-
quently very little protection afforded to the nurse who decides to strike.
Despite this, in 1993, the Confederation of Health Service Employees, NUPE
and the National Association of Local Government Officers merged to form the
larger union, UNISON, and UNISON nurses subsequently took industrial action
to prevent ward closures.
In a historic move, on June 29, 1995, the RCN abandoned Rule 12, the infamous
“no-strike” rule, and replaced it with a new version that acknowledges that in cer-
tain circumstances, industrial action by RCN members may be acceptable:
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It is a fundamental principle of the College that its members shall not
act in any way which is detrimental to the well-being or interests of
their patients or clients. Without prejudice to this fundamental princi-
ple, the Council is empowered to authorise action by members of the
College in furtherance of an industrial dispute and to make regula-
tions governing the procedure to be followed.19
Thus, the RCN will now allow its members to take industrial action that
disrupts administration but that does not harm patients. It has been argued
that the RCN’s decision reflects not a shift in its stance on the morality of
strikes, but rather the pragmatism necessary to denounce the erosion of long
fought-for rights.20
Fordism versus Holism
Plainly, it is to an occupational group’s advantage to be widely recognized as a
cohesive professional body, as the differences between the respective histories
of industrial action in medicine and nursing amply demonstrate. Whereas nurses
have had to fight to be heard time and again, doctors normally have only to
threaten industrial action for the government to reconsider its position. To say
simply that doctors enjoy more success at collective bargaining because they
are a historically professionalized group is to oversimplify matters somewhat.
Senior doctors are often also entrepreneurs rather than employees, which means
that they have other mechanisms for the redress of grievances and this must be
acknowledged.21 Yet the very reasons why nursing has had so much trouble
becoming recognized as a profession are often the same reasons why industrial
action has been their only recourse. Thus, to say that nurses have often resorted
to industrial action because they were not professionalized is only trivially true.
Recall that in professional ethics there has been a critical movement toward
the reclassification of the professions as a set of competences, which detracts
from a more holistic picture of the professional. This trend is reflected in the
sociology of work, where there is an increasing a trend toward Fordism,22
especially in the work of Frederick Winslow Taylor. Taylor was concerned with
improving the efficiency of the labor process, and he used principles of scien-
tific management to increase production.23 Taylorism has been criticized, how-
ever, for reducing the amount of control employees have over their work, and
thus any government attempts to increase efficiency by employing such meth-
ods may threaten the relative autonomy enjoyed by service sector workers.24
Braverman critically described the dominant characteristic of contemporary
work as a “trend towards the fragmentation of tasks and a separation of plan-
ning from execution.” 25 He also argued that this trend leads to the general
de-skilling of the workforce, to the advantage of the employers in whose inter-
est it is to restrict employee autonomy, allowing them to retain their control
over production.
At the same time, there has been a change in the organization of the NHS
where management skills have been celebrated more than medical skills. Under
the Thatcher administration, the NHS underwent major changes that, in addi-
tion to those already mentioned, included the introduction of general manage-
ment, competitive tendering, privatization of ancillary services, and the
introduction of internal markets arising from the NHS and Community Care
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Act (1990).26 The aggregate effect of these changes was to increase the control
of managers, and a subsequent emphasis on receiving value for money, espe-
cially where the organization of nurses’ work was concerned. McKeown argues
that the separation of planning from execution disregards the opportunity for
nurses to practice their profession in a holistic manner, integrating interper-
sonal skills as well as technical skills.27 As Win Tadd points out, there is no
formal or managerial vocabulary in which to “express the emotive, intuitive or
creative dimensions of their work.” 28 As a result of contracting culture, then,
the practice has come to be viewed less in holistic terms and more in Taylorist
terms, where efficiency has been promoted to the primary goal of the service.
Thus, the ideal of service and the picture of the autonomous and accountable
nurse that is portrayed in the UKCC’s Code of Professional Conduct is not
always reflected in reality.
Nursing has been particularly susceptible to task-oriented work organiza-
tion, whereas medicine has not been to the same extent. Although doctors often
have to answer to management and are constrained by limited resources, they
retain a significant degree of autonomy in their work, determining the needs of
patients and how best these needs can be served under the current restraints.
Nurses, however, until very recently have had little or no say in the determi-
nation of their professional duties. Indeed, contracts and other attempts to
describe the nurse’s role as a healthcare professional often omit the interper-
sonal skills of nursing. Traditionally, nurses have had to listen and remain loyal
to doctors’ orders and/or to the needs of patients as they are determined by
patients themselves. This has left little space for nurses to develop a sense of
autonomy, and it has meant that they have been accountable only insofar as
they are responsible for following orders. Thus it is hardly surprising that the
UKCC’s desire to develop fully accountable nurses who operate autonomously
is often not realized.
The UKCC believes that its practitioners need to realize their potential as
professionals, for the benefit of patients and that “a concentration on ‘activities’
can detract from the importance of holistic nursing care.” 29 Thus, the UKCC
has placed an extraordinary emphasis on the autonomy and accountability of
the nursing professional, with a 16-point Code of Professional Conduct outlin-
ing the obligations of the accountable nurse.
Tadd explores the tension that the UKCC code creates by putting immense
pressure on nurses to be personally accountable, autonomous professionals
who are responsible for their own conduct at all times. Several points in the
Code of Professional Conduct require the nurse to exercise his or her profes-
sional accountability by reporting conscientious objections that may be relevant
to patient care as well as any circumstances in the environment of care that
may jeopardize standards of practice, and by reporting other circumstances or
people that may adversely affect or interfere with patient care. Reg Pyne, the
former UKCC Assistant Registrar for Standards and Ethics, claims that the
UKCC’s position on professional accountability is an empowering one. Yet, as
Tadd points out, reporting concerns or voicing grievances is difficult in the
current, top-down management structure.30 Far from being empowering, this
emphasis on accountability has quite the opposite effect, as it focuses sole
responsibility for care on the individual nurse when collective responsibility
ought to be taken for circumstances that pertain to patient care. Tadd argues
that this places an unrealistic demand on individuals and encourages them to
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feel guilty and weak rather than empowered.31 Thus, even the professionalized
nurse is unlikely to have the same degree of autonomy as a doctor, which
makes it difficult to effect the changes necessary to improve working conditions
and patient care.
Patient Advocacy
There has also been a shift in the conceptualization of the role of nurse from
loyal subordinate to autonomous advocate. The nurse’s role as patient advocate
is problematic but can be seen to justify industrial action taken over concern for
quality of care. The UKCC also emphasizes the nurses’ role as advocate:
Advocacy is concerned with promoting and protecting the interests of
patients or clients, many of whom may be vulnerable and incapable
of protecting their own interests and who may be without the support
of family or friends.32
Indeed, it has been argued that the nurse’s role as advocate sets him or her
apart from doctors. This may partially explain why nurses are more likely to go
on strike over issues of quality of care than doctors are. There are, however,
some quite serious objections to this conceptualization of the nurse’s distinctive
role,33 and the UKCC does in fact object to the view of advocacy as a distinctive
role for nurses, claiming that this can lead to the view of advocacy as an
adversarial activity. It is difficult, however, to escape connotations of an adver-
sarial kind. Indeed, it may be that many nurses take their duty to promote and
safeguard the interests of their patients quite seriously, and thus the UKCC
Code of Professional Conduct can be read as implicitly condoning industrial
action, which is by its very nature adversarial. In fact, there is much in the
Code that supports such action, not the least of which is the duty to always act
in such a manner as to promote and safeguard the interests and well-being of
patients. Taking a crude utilitarian view of things, the nurse may be obliged to
allow a few patients to suffer during industrial action, if it results in the overall
improvement of quality of care for the greatest number of patients.
There are also parts of the UKCC Code that justify the opposing position. For
example, under clauses 6 and 14 of the Code, emphasis is put on the impor-
tance of support and cooperation, and also on the importance of avoiding
disputes and promoting good relationships within the healthcare team, which
may be undermined by industrial action, depending on whom the conflict is
between.
Any code of professional conduct is open to different interpretations, as are
the clauses that comprise the code. Within the UKCC Code of Professional
Conduct, there are clauses which may be thought to support industrial action,
and there are those which may be seen as opposing industrial action. Perhaps
the most ambiguous directive in the Code is one that states that patients’
interests must be protected and advocated by the nurse. Depending on the
interpretation of this clause, it could be viewed as a prohibition against indus-
trial action or as an imperative to take industrial action on behalf of patients.
Thus, the UKCC Code of Conduct, with its emphasis on the nurse as autono-
mous agent, lays the responsibility for deciding whether or not to take indus-
trial action squarely at the individual nurse’s feet. This is not unique among
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professional bodies in the United Kingdom. In fact, no agency in the United
Kingdom takes an extreme position on the issue of industrial action: none
condone it unilaterally, and none condemn it outright.
Gender and Power
Industrial action has been used by nurses because they lack the power of
medicine, the dominant healthcare profession. The underlying cause of the
power differential between doctors and nurses is gender. So, although there are
other reasons why nurses have needed to use industrial action so frequently in
the United Kingdom, they can be seen to be secondary to the more fundamen-
tal issue of gender and power. Nursing has always been a profession domi-
nated by women, with strong roots in the Victorian, patriarchal medical
establishment. Overcoming the view of nursing as a subordinate and menial
task has been difficult, especially as some of nursing’s traditional elements are
strongly reminiscent of domestic work. The fact that the family has been used
as a model for relations between health providers and patient reveals the
patriarchal configuration of relations in healthcare, where the doctor is father,
the nurse is mother, and the patient the child.34 Not only are these power
differentials implicit in the politics of healthcare, they have also been explicitly
made manifest in the economics of healthcare: a heavy gender bias is reflected
in the differential between wages paid to doctors and nurses:
There has always been an implicit sexism in the approach to nursing
salaries. Nursing salary levels have reflected the assumptions that
nurses are not the primary wage-earners in the family, are not com-
mitted to long-term careers or are only supporting themselves. As a
result annual increments have been meagre, qualifications not rewarded
and overtime not paid.35
As a result of a consistent undervaluing of nurse’s work, the profession has
transformed to some degree from a service provided by the dedicated, altruis-
tic, selfless lady, into a more working-class occupation in which there is no
longer a need to think it inappropriate for nurses to worry about things like
contracts, comparable value, and trade unions. However, there is still not much
room for career advancement, and the high positions in the unions and pro-
fessional bodies are disproportionately filled by men, despite the fact that 90%
of nurses in the United Kingdom are female. Regional and district nursing
officers are 45–50% male, which is certainly not representative of the field at
large.36 This complex state of affairs has led to much confusion within the
profession over the role of the nurse and to an undervaluing of their own work,
which is at least partially responsible for their lack of power. Indeed, it was not
until 1995, when the RCN amended Rule 12, that the first professional nursing
journal showed support for industrial action by nurses.37
One of the reasons that nurses have been so divided over the issue of indus-
trial action is that they are doubly defined as caring, “both by being female and
by the nature of their work.” 38 For many nurses, then, industrial action is
perceived as antithetical to the ethos of the vocation. Not only is it perceived as
antithetical to the nurse’s vocation, but it is also deemed immoral for women to
disrupt the workplace and cause grief to management. Kuhse explains:
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Women are much more vulnerable to accusations of failure than men,
not only because they have traditionally been defined by their caring
role, but also because their very moral goodness is called into question
by the accusation that they fail to care.39
Despite the fact that industrial action can be viewed as a caring action when it
is used as a form of patient advocacy, and that it could be argued in defense of
industrial action that nurses must care for themselves before they can care for
their patients conscientiously, there are good reasons for being cautious about
using the feminine (as opposed to feminist) ethic of care to justify the actions
and moral obligations of nurses. The ethics of caring was developed as an
attempt to develop a moral theory that took into account the moral experiences
and intuitions of women. In theories like those of Nel Noddings,40 it is argued
that caring is the only legitimate moral concern. Although feminist ethicists do
attempt to incorporate elements of care ethics into their moral theorizing, eth-
icists such as Susan Sherwin warn against ignoring the politics of caring: “because
gender differences are central to the structures that support dominance rela-
tions, it is likely that women’s proficiency at caring is somehow related to
women’s subordinate status.” 41 Thus, by defining the nurse’s role as a caring,
one is valorizing what is, in effect, the survival skill of an oppressed group. Too
much emphasis, therefore, on the nurse’s duty to care can be seen to be prob-
lematic in that it may leave them open to accusations of failure that may not be
leveled at the medical profession, which is more powerful and male dominated.
Thus, the nursing profession has had to resort to industrial action more often
than its medical counterpart in the NHS precisely because the great majority of
nurses are female and less powerful, and consequently lacked the kind of
professional autonomy and clout that commands the respect of those in man-
agement and government. Paradoxically, however, nurses have resorted to indus-
trial action because their sense of themselves as autonomous practitioners has
been growing stronger over the course of this century. Industrial action has
been used by nurses as a last resort, and it is a sad commentary on the history
of nursing that they have had to exploit this last resort so frequently in their
desperation to be heard.
Thus, although there are stark differences in the reasons why doctors and
nurses may need to strike, ultimately there are some common moral consider-
ations that ought to be examined before any such action is taken. What follows,
then, is a brief look at what some of these considerations might be.
Strikes and the Healthcare Professions:
Some Considerations
There are many moral dimensions that could be included in the consideration
of whether or not it is morally acceptable for healthcare professionals to strike.
Tensions exist between the right to strike and the right to manage, and com-
plexities exist when one considers whether healthcare professionals have a
right or a freedom to strike. Unfortunately, it is beyond the scope of this paper
to address these issues in detail. Let us look briefly, then, at the right to strike.
The right to strike can be construed as an individual right, for it is only
individuals who withdraw labor. It can also be construed as a collective right,
for striking only makes sense if others are also engaged in the activity. Thus,
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the right to strike is an individual right to engage in a collective activity.42 The
right to strike is certainly linked to the level of the individual’s freedom in
society and can be indicative of other human and democratic rights in a given
society. Clause 1 of Article 11 of the European Convention on Human Rights
and its Five Protocols does secure the right for individuals to form and to join
trade unions for the protection of the individual’s interests. However, restric-
tions shall be placed on the exercise of these rights “for the protection of health
or morals or for the protection of the rights and freedoms of others.” Addition-
ally, it is also understood under the WHO’s new Health for All Policy that
everyone has a fundamental human right to the opportunity to reach and
maintain the highest attainable level of health. One must remember, however,
that the right to health for all is not the same as the right to healthcare. Thus,
the right to strike, or the freedom to strike, for healthcare professionals could
be seen either to conflict with the right to health of their patients, or health
professionals could be regarded as advocates for this fundamental human right.
Thus, as far as the withdrawal of labor is concerned, healthcare presents a
difficult case.
No one is more aware of this conflict than the nurses and doctors facing a
decision about industrial action, especially in cases where that action may
adversely affect the health of those currently under their care. The duty to care
for patients is at the very core of the medical and nursing professions, and it is
easy to understand why many are opposed to any withdrawal of labor as a
form of industrial action. Thus, it would be absurd to think that the healthcare
worker makes such a decision lightly. What follows, then, is a set of consider-
ations that ought to be taken into account when deciding whether or not to
withdraw labor.
What Is the Purpose of the Strike?
It should be remembered that industrial action is not an end in itself; it is a
means to an end. Thus it is important that the end which the industrial action
hopes to achieve is itself morally acceptable and even commendable. Addition-
ally, the end must also be in keeping with the internal goals of the profession.
So, to take industrial action to safeguard the interests of patients would cer-
tainly fall within morally acceptable boundaries of the medical and nursing
professions. Issues that are external, but related, to the goals of the profession
are issues such as efficiency and cost effectiveness.43 Thus, industrial action
taken over issues of efficiency or of wages are justifiable, but only if they are
not negatively affecting patient care.
What Are the Alternatives?
The total withdrawal of the health professional’s labor is a last resort. The
provision of emergency services or arrangements for appropriate cover are
always provided in the context of healthcare strikes. Yet often the same results,
or perhaps even more appropriate results, can be achieved without the with-
drawal of patient care. For example, the refusal to perform administrative
duties, such as the paperwork necessary for NHS billing purposes, may be a
more effective means of inconveniencing or agitating those who are the targets
of industrial action, while having a minimal impact on those under the profes-
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sional’s care. Thus the responsible professional will take steps to ensure that
the withdrawal of labor is absolutely necessary and is indeed the last option
available for achieving the desired ends. As Dimond has pointed out, however,
any form of withholding of labor constitutes breach of contract and may lead to
some form of sanction for the employee, such as disciplinary proceedings.44
The Relative Power Status of Different Groups of Healthcare Workers
As we have discussed, doctors do not have a comparable history of industrial
action to that of nurses in the United Kingdom. It has been argued in this paper
that this is largely due to the fact that nurses, as relatively less powerful
professionals in the political economy of healthcare, have had little recourse but
to engage in industrial action. Most doctors, on the other hand, have enjoyed a
highly autonomous existence and a godlike status that has meant that as a
professional group they are much more successful at collective bargaining. The
fact that the junior hospital doctors have been the only group of doctors to use
industrial action is highly significant, as they are the least powerful members of
the medical profession. Thus, it seems that the more powerful the professional
body, the more powerful they are at collective bargaining, and the less they
have to resort to industrial action in order to be taken seriously at the bargain-
ing table. So although it may appear to be somewhat inconsistent to claim that
doctors have less justification for withdrawing their labor than nurses do, one
could argue that the BMA’s stronger moral position against the withdrawal of
labor as compared to the RCN, is merited in light of the power differential
between the two professions.
Likelihood of Success
When considering whether or not to take strike action, medical professionals
ought to weigh carefully the likelihood of the success of such action against the
potential harm caused to patients, as far as is possible. Considerations such as
the record of past gains from such action might be used to gauge the potential
outcome of a withdrawal of labor. One factor crucial to the success of such
action, especially for an essential service in the public sector, is public support.
History has shown that if emergency services are maintained throughout a
strike, the public are often sympathetic to nursing strikes. Strikes are unlikely,
however, to succeed in making gains at the negotiating table without the sup-
port of the public and the media. Thus, part of gauging the likelihood of
success should be assessing the public’s response to any industrial action involv-
ing the withdrawal of services.
Degree of Suffering Imposed
Healthcare professionals are obliged to consider the degree of suffering imposed
on those under their care during strike action. Previously, we showed that an
unsophisticated utilitarian argument can justify the suffering of a few for the
gains of the many. What degree of suffering are healthcare professionals pre-
pared to impose on their patients through their industrial actions? What if
healthcare professionals preparing to strike over poor quality of care for patients
were certain that the deaths of a couple patients during a strike would actually
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prevent many more deaths from occurring in the future? It is unlikely that the
professional nurse or the doctor would find such action acceptable, but this
does underline the dilemma faced by the professional who knows that as a
direct result of his or her actions patient suffering will occur. What about the
case where, if professionals fail to take industrial action, patients will suffer as
a result of underfunding by the NHS? There are strong and persuasive argu-
ments for the view that there is no moral difference in principle between
causing harm through industrial action and allowing it to happen by not taking
industrial action, although the side effects of action as opposed to inaction may
make a significant difference. Thus, health professionals must consider whether
the degree of suffering imposed on patients as a result of industrial action will
be greater than if they take no action at all. There is controversy over whether
issues of professional ethics should be addressed by the application of “exter-
nal” values such as those found in utilitarianism or by values and virtues
internal to specific professions.45 Such a view might be held to underpin that
there is something special to healthcare that makes the application of a utili-
tarian calculation to consideration of strike action inappropriate, with the sug-
gestion that whatever the consequences “a total strike or withdrawal of labour
is ethically unacceptable.” 46 On the other hand, it might be argued that there
are virtues intrinsic to being a healthcare professional such that striking would
undermine the employee’s professional integrity (and have an impact on the
integrity and professional standing of the group). In determining whether these
considerations are incompatible with a consequentialist analysis, one must exam-
ine the raison d’être of these professions. Insofar as the special nature of health-
care is related to patients’ interests, both the desirability of a prohibition on
withdrawal of labor and the effects on the professionals and the profession
must, we suggest, be considered with an eye to their contribution to these
interests.
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